PART THREE: THEORY AND PRACTICE OF THERAPY 


CHAPTER X 


Concepts of Therapy 


~1. In this chapter, I should like to restate in a more general 
way some of the ideas about psychic health and illness 
which we have discussed previously, in order to show their 
relevance to the interactional approach of family therapy. I 
also want to present my own picture of what a family 
therapist is and does, since he becomes, to an important 
degree, a model for his patients’ subsequent behavior. 


I am not trying to present a “philosophy of therapy.” These 
ideas appear to me as working tools, helpful in organizing 
my own way of handling therapy, or as a conceptual core 
around which therapeutic growths may be structured, rather 
than as a system of thought possessing value in and for 
itself. 


Finally, let me say that this discussion of theory is 
admittedly schematic, not filled in. I intend to follow this 
volume with a later one in which I will be illustrating my 
basis of operations more fully with examples from actual 
family situations. 


2. The most important concept in therapy, because it is a 
touchstone for all the rest, is that of maturation. 
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a. 


b. 
akani) 


This is the state in which a given human being is fully 
in charge of himself. 


A mature person is one whọ, having attained his 
majority, is able to make choices and decisions based on 
accurate perceptions about himself, others, and the 
context in which he finds himself; who acknowledges 
these choices and decisions as being his; and who 
accepts responsibility for their outcomes. 


3. The patterns of behaving that characterize a mature person 
we call functional because they enable him to deal in a 
relatively competent and precise way with the world in 
which he lives. Such a person will: 


a. 


b. 


manifest himself clearly to others. 


be in touch with signals from his internal self, thus 
letting himself know openly what he thinks and feels. 


be able to see and hear what is outside himself as 
differentiated from himself and as different from 
anything else. 


behave toward another person as someone separate from 
himself and unique. 


treat the presence of different-ness as an opportunity to 
learn and explore rather than as a threat or a signal for 
conflict. 


deal with persons and situations in their context, in 
terms of “how it is” rather than how he wishes it were 
or expects it to be. 


accept responsibility for what he feels, thinks, hears and 
sees, rather than denying it or attributing it to others. 


have techniques for openly negotiating the giving, 
receiving and checking of meaning between himself and 
others.* 


*This description of maturity emphasizes social and communication skills rather 
than the acquisition of knowledge and recognized achievement, which in my view 
derive from the first two. 
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4. We call an individual dysfunctional when he has not learned 
to communicate properly. Since he does not manifest a 
means of perceiving and interpreting himself accurately, or 
interpreting accurately messages from the outside, the 
assumptions on which he bases his actions will be faulty 
and his efforts to adapt to reality will be confused and 
inappropriate. 


a. 


As we have seen, the individual’s communication 
problems are rooted in the complex area of family 
behavior in which he lived as a child. The adults in the 
family provide the blueprint by which the child grows 
from infancy to maturity. 


If the male and female who were his survival figures did 
not manage jointly, if their messages to each other and 
the child were unclear and contradictory, he himself 
will learn to communicate in an unclear and 
contradictory way. 


5. A dysfunctional person will manifest himself incongruently, 
that is, he will deliver conflicting messages, via different 
levels of communication and using different signals. 


a. 


b. 


As an example, let us take the behavior of the parents of 
a disturbed child during their first interview with the 
therapist. When the therapist asks what seems to be the 
trouble, they practically deny that there is any. 


M: Well, I don’t know. I think financial problems 
more than anything... outside of that, we’re a 
very close family. 


F: We do everything together. I mean, we hate to 
leave the kids. When we go someplace, we take 
the kids with us. As far as doing things together 
as a family, we always try to do that at least 
once a week, say on Sundays, Sunday afternoon, 
why we always try to get the kids together and 
take them out for a ride to the park or something 
like that. 


In words, they imply that there is no reason why they 
should be in a therapist’s office. But their actual 
presence there, and the agreement they have already 
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made to enter therapy, amount to an admission of the 
contrary. And the father presents a further contradiction 
when he reduces his claim that the family does 
“everything” together to a statement about the rides they 
take on Sunday afternoons. 


6. In addition, a dysfunctional individual will be unable to 
adapt his interpretations to the present context. 


a. 


He will tend to see the “here and now” through labels 
which have been indelibly fixed in his mind during the 
early part of his life when all messages had survival 
significance. Each subsequent use of the label will 
strengthen its reality. 


Therefore, it is conceivable that he will impose on the 

present that which fits the past, or that which he expects 

from the future, thus negating the opportunity to gain a 

perspective on the past or realistically shape the future. 

— For example, a school-age girl was brought into 
therapy because she was acting strangely and talking 
in riddles. When the mother was asked, “When did 
you notice that your child was not developing as she 
should?” she replied, “Well, she was a seven-month 
baby, and she was in an incubator for six weeks.” The 
child’s present and past difficulties were thus 
connected in a very illogical fashion.* 

— Later she said that after she brought the baby home 
from the hospital, “She wouldn’t give me any reaction, 
just as though she couldn’t hear. And I’d take her 
around and hold her next to me, and she wouldn’t pay 
any attention, and I know it upset me, and I asked the 
doctor and he said it was nothing, she was just being 
stubborn—that’s one thing that sort of stuck in my 
mind with her.” 


*The communication aspects of this situation Jackson has labeled “past-present 
switches.” Thus, the answer to the therapist’s question, “How out of all the 
millions of people in the world did you two find each other?” may be as useful in 
family diagnosis as psychological testing. This question allows the spouses to 
describe their present relationship under cover of talking about the past. For 
further examples of this phenomenon, see Watzlawick’s An Anthology of 
Human Communication (138). 
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— By using the word “stubborn” for the baby’s 
indifference, the mother has given the baby a label 
that does not suit the context of babyhood. It implies 
that the child can be held accountable for willfully 
refusing to return the mother’s love. Later on, the 
mother applies the same explanation to the child’s 
strange behavior. 

— By using the label “stubborn,” and by implying in her 
first statement that the child’s difficulties have a 
physical cause, the mother is able to absolve herself of 
blame; in fact, she has a double coverage. It is hard 
for such a mother to see her child’s present problems 
objectively because she has already imposed her own 
interpretation on them. 


7. Finally, a dysfunctional individual will not be able to 
perform the most important function of good 
communication: “checking out” his perceptions to see 
whether they tally with the situation as it really is or with 
the intended meaning of another. When neither of two 
people are able to check out their meanings with each other, 
the result may resemble a comedy of errors—with a tragic 
ending. Here is one possible misunderstanding between a 
husband and a wife: 


Report: W: “He always yells.” H: “I don’t yell.” 


Explanation: W: “I don’t do things to suit him.” H: 
“I don’t do things to suit her.” 


Interpretation: W: “He doesn’t care about me.” H: 
“She doesn’t care about me.” 


Conclusion: W: “I will leave him.” H: “I will leave 
her.” 


Manifestation: Wife uses invectives, voice is loud 
and shrill, eyes blaze, muscles stand out on base of 
neck, mouth is open, nostrils are distended, uses 
excessive movements. Husband says nothing, keeps 
eyes lowered, mouth tight, body constricted. 


Outcome: Wife visits divorce lawyer. Husband files 
a counter-suit. 
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8. Difficulty in communicating is closely linked to an 
individual’s self-concept, that is, his self-image and 


self-esteem. 
> 


a. His parents may not only have given him inadequate 
models for methods of communication, but the content 
of their messages to him may have been devaluating 
(see Chapter VI). 


b. In order to form his self-image, the child has a 
demanding task. He must integrate messages from both 
parents (separately and together) telling him what to do 
with aspects of living like dependency, authority, 
sexuality and coding or labeling (cognition). 


c. Ifthe parents’ own attitudes are uncertain, or if they 
disagree with each other, the messages the child takes 
will be equally confused. The child will try to integrate 
what cannot be integrated, on the basis of inconsistent 
and insufficient data. Failing, he will end up with an 
incomplete picture of himself and low self-esteem. 


d. In addition, the child’s parents may depreciate his 
self-esteem more directly. He looks to them to validate 
his steps in growth; if these are not acknowledged at the 
time they occur, or if they are acknowledged with 
concomitant messages of disgust, disapproval, 
embarrassment, indifference or pain, the child’s 
self-esteem will naturally suffer. 


9. Low self-esteem leads to dysfunctional communication: 


a. When there is a conflict of interests. Any relationship 
presupposes a commitment to a joint outcome, an 
agreement that each partner will give up a little of his 
own interests in order to reach a wider benefit for both. 
— This outcome is the best objective reality that can be 
arrived at in terms of what is possible, what is 
feasible, what fits the best all the way around. 

— The process used for reaching this outcome depends 
on the self-concepts of the persons engaged in it. If 
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their self-esteem is low, so that any sacrifice of self 
seems intolerable, it is likely that the process will be 
based on some form of deciding “who is right,” “who 
will win,” “who is most loved,” “who will get mad.” I 
call this the “war syndrome.” 

— If a person operates by means of this war syndrome, it 
is inevitable that his ability to seek objective 
information and arrive at objective conclusions as to 
what fits will be greatly impaired. 


b. Dysfunction in communication will also follow when the 
individual is unable to handle different-ness. 

— As we have seen in Chapter III, an individual who has 
not achieved an independent selfhood will often take 
any evidence of different-ness in someone he is close 
to as an insult or a sign of being unloved. 

— This is because he is intensely dependent on the other 
person to increase his feelings of worth and to 
validate his self-image. Any reminder that the other 
is, after all, a separate being, capable of faithlessness 
and desertion, fills him with fear and distrust. 

— Some couples express their objections to each other’s 
different-ness freely and loudly (see the “teeter-totter 
syndrome,” page 17), but others, less secure in this 
area, prefer to pretend that different-ness does not 
exist. 

— With such couples, communication becomes covert 
(see page 15). Any message which might call attention 
to the self as a private agent, with likes and dislikes, 
desires and displeasures of its own, is suppressed or 
changed. Wishes and decisions are presented as if 
they emanated from anywhere but inside the speaker 
himself; statements are disguised as symbolic 
utterances; messages are left incomplete or even not 
expressed at all, with the sender relying on mental 
telepathy to get them across (see pages 84-86). For 
example, a couple who overtly behaved as if they had 
absolutely no problems responded in therapy to the 
“How did you meet?” question as follows: 


H: “Well, we were raised in the same 
neighborhood.” 


W: “Not exactly the same neighborhood” (laughs). 
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10. 


This slight modification on the wife’s part presaged 
many revelations of serious division between them. 


5 


Thus far we have been talking about dysfunctional behavior 
rather than the symptom that calls attention to it. What is 
the connection between them? 


a. 


a. 


Dysfunctional behavior is, as we have seen, related to 
feelings of low self-esteem. It is, in fact, a defense 
against the perception of them. Defenses, in turn, are 
ways which enable the person with low self-esteem to 
function without a symptom. To the person himself and 
to the outward world, there may appear to be nothing 
wrong. 


But if he is threatened by some event of survival 
significance, some happening which says to him, “You 
do not count; you are not lovable; you are nothing,” the 
defense may prove unequal to the task of shielding him, 
and a symptom will take its place. 


Usually it is only then that the individual and his 
community will notice that he is “ill” and that he will 
admit a need for help. 


. How, then, do we define therapy? 


If illness is seen to derive from inadequate methods of 
communication (by which we mean all interactional 
behavior), it follows that therapy will be seen as an 
attempt to improve these methods. As will be seen in the 
chapters on therapy, the emphasis will be on correcting 
discrepancies in communication and teaching ways to 
achieve more fitting joint outcomes. 


This approach to therapy depends on three primary 

beliefs about human nature: 

— First, that every individual is geared to survival, 
growth, and getting close to others and that all 
behavior expresses these aims, no matter how 
distorted it may look. Even an extremely disturbed 
person will be fundamentally on the side of the 
therapist. 
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— Second, that what society calls sick, crazy, stupid, or 
bad behavior is really an attempt on the part of the 
afflicted person to signal the presence of trouble and 
call for help. In that sense, it may not be so sick, 
crazy, stupid, or bad after all. 

— Third, that human beings are limited only by the 
extent of their knowledge, their ways of 
understanding themselves and their ability to “check 
out” with others. Thought and feeling are inextricably 
bound together; the individual need not be a prisoner 
of his feelings but can use the cognitive component of 
his feeling to free himself. This is the basis for 
assuming that a human being can learn what he 
doesn’t know and can change ways of commenting 
and understanding that don’t fit. 


12. This brings us to a discussion of the role of the therapist. 
How will he act? What picture will he have of himself? 


a. Perhaps the best way that he can see himself is as a 
resource person. He is not omnipotent. He is not God, 
parent or judge. The knotty question for all therapists is 
how to be an expert without appearing to the patient to 
be all-powerful, omniscient, or presuming to know 
always what is right and wrong. 


b. The therapist does have a special advantage in being 
able to study the patient’s family situation as an 
experienced observer, while remaining outside it, above 
the power struggle, so to speak. Like a camera with a 
wide-angle lens, he can see things from the position of 
each person present and act as a representative of each. 
He sees transactions, as well as the individuals involved, 
and thus has a unique viewpoint. 


c. Because of this, the family can place their trust in him 
as an “official observer,” one who can report impartially 
on what he sees and hears. Above all, he can report on 
what the family cannot see and cannot report on. 


13. The therapist must also see himself as a model of 
communication. 
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a. First of all, he must take care to be aware of his own 
prejudices and unconscious assumptions so as not to fall 
into the trap he warns others about, that of suiting 
reality to himself. His lack of fear in revealing himself 
may be the first experience the family has had with 
clear communication. 


b. In addition, the way he interprets and structures the 
action of therapy from the start is the first step in 
introducing the family to new techniques in 
communication. 


c. Here is an example of how the therapist clarifies the 
process of interaction for a family: 


Th: (to husband) I notice your brow is wrinkled, 
Ralph. Does that mean you are angry at this 
moment? 


H: I did not know that my brow was wrinkled. 

Th: Sometimes a person looks or sounds in a way of 
which he is not aware. As far as you can tell, 
what were you thinking and feeling just now? 


H: I was thinking over what she (his wife) said. 


Th: What thing that she said were you thinking 
about? 


H: When she said that when she was talking so 
loud, she wished I would tell her. 


Th: What were you thinking about that? 


H: I never thought about telling her. I thought she 
would get mad. 


Th: Ah, then maybe that wrinkle meant you were 
puzzled because your wife was hoping you would 
do something and you did not know she had this 
hope. Do you suppose that by your wrinkled 
brow you were signalling that you were puzzled? 


H: Yeh, I guess so. 


Th: 


Th: 


Th: 


Th: 


Th: 


Th: 


Th: 
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As far as you know, have you ever been in that 
same spot before, that is, where you were 
puzzled by something Alice said or did? 


Hell, yes, lots of times. 


Have you ever told Alice you were puzzled when 
you were? 


He never says anything. 


(smiling, to Alice) Just a minute, Alice, let me 
hear what Ralph’s idea is of what he does. 
Ralph, how do you think you have let Alice know 
when you are puzzled? 


I think she knows. 


Well, let’s see. Suppose you ask Alice if she 
knows. 


This is silly. 


(smiling) I suppose it might seem so in this 
situation, because Alice is right here and 
certainly has heard what your question is. She 
knows what it is. I have the suspicion, though, 
that neither you nor Alice are very sure about 
what the other expects, and I think you have not 
developed ways to find out. Alice, let’s go back to 
when I commented on Ralph’s wrinkled brow. 
Did you happen to notice it, too? 


(complaining) Yes, he always looks like that. 


What kind of a message did you get from that 
wrinkled brow? 


He don’t want to be here. He don’t care. He never 
talks. Just looks at television or he isn’t home. 


I’m curious. Do you mean that when Ralph has a 
wrinkled brow that you take this as Ralph’s way 
of saying, “I don’t love you, Alice. I don’t care 
about you, Alice.”? 
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Th: 


Th: 


Th: 


Th: 


Th: 


Th: 


(exasperated and tearfully) I don’t know. 


Well, maybe the two of you have not yet worked 
out crystal-clear ways of giving your love and 
value messages to each other. Everyone needs 
crystal-clear ways of giving their value messages. 
(to son) What do you know, Jim, about how you 
give your value messages to your parents? 


I don’t know what you mean. 


Well, how do you let your mother, for instance, 
know that you like her, when you are feeling 
that way. Everyone feels different ways at 
different times. When you are feeling glad your 
mother is around, how do you let her know? 


I do what she tells me to do. Work and stuff. 


I see, so when you do your work at home, you 
mean this for a message to your mother that 
you're glad she is around. 


Not exactly. 


You mean you are giving a different message 
then. Well, Alice, did you take this message from 
Jim to be a love message? (to Jim) What do you 
do to give your father a message that you like 
him? 


(after a pause) I can’t think of nothin’. 

Let me put it another way. What do you know 
crystal-clear that you could do that would bring 
a smile to your father’s face? 

I could get better grades in school. 

Let’s check this out and see if you are perceiving 
clearly. Do you, Alice, get a love message from 


Jim when he works around the house? 


I s’pose—he doesn’t do very much. 


Th: 


Th: 


Th: 


Th: 


Th: 
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So from where you sit, Alice, you don’t get many 
love messages from Jim. Tell me, Alice, does Jim 
have any other ways that he might not now be 
thinking about that he has that say to you that 
he is glad you are around? 


(softly) The other day he told me I looked nice. 


What about you, Ralph, does Jim perceive 
correctly that if he got better grades you would 
smile? 


I don’t imagine I will be smiling for some time. 


I hear that you don’t think he is getting good 
grades, but would you smile if he did? 


Sure, hell, I would be glad. 


As you think about it, how do you suppose you 
would show it? 


You never know if you ever please him. 


We have already discovered that you and Ralph 
have not yet developed crystal-clear ways of 
showing value feelings toward one another. 
Maybe you, Alice, are now observing this 
between Jim and Ralph. What do think, Ralph? 
Do you suppose it would be hard for Jim to find 
out when he has pleased you? 


14. The therapist will not only exemplify what he means by 
clear communication, but he will teach his patients how to 
achieve it themselves. 


a. 


He will spell out the rules for communication accurately. 
In particular, he will emphasize the necessity for 
checking out meaning given with meaning received. He 
will see that the patient keeps in mind the following 
complicated set of mirror images: 

— Self’s idea (how I see me). 

— Self’s idea of other (how I see you). 
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— Self’s idea of other’s idea of self (how I see you seeing 
me). 

— Self’s idea of other’s idea of self’s idea of other (how I 
see you seeing me seeing,you). 


Only if a person is able to check back and forth across 
the lines of communication, can he be sure that he 
has completed a clear exchange. 


The therapist will help the patient to be aware of 
messages that are incongruent, confused or covert (see 
pages 173-174 for examples). 


At the same time, the therapist will show the patient 
how to check on invalid assumptions that are used as 
fact. He knows that members of dysfunctional families 
are afraid to question each other to find out what each 
really means. They seem to say to each other: “I can’t let 
you know what I see and hear and think and feel or you 
will drop dead, attack or desert me.” As a result, each 
operates from his assumptions, which he takes from the 
other person’s manifestations and thereupon treats as 
fact. The therapist uses various questions to ferret out 
these invalid assumptions, such as: 


“What did you say? What did you hear me say?” 


“What did you see or hear that led you to make that 
conclusion?” 


“What message did you intend to get across?” 


“If I had been there, what would I have seen or 
heard?” 


“How do you know? How can you find out?” 


“You look calm, but how do you feel in the 
stomach?” 


d. Like any good teacher, the therapist will try to be 


crystal-clear. 
— He will repeat, restate and emphasize his own 
observations, sometimes to the point of seeming 
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repetitious and simple. He will do the same with 
observations made by members of the family. 

— He will also be careful to give his reasons for arriving 
at any conclusion. If the patient is baffled by some 
statement of the therapist’s and does not know the 
reasoning behind it, this will only increase his 
feelings of powerlessness. 


15. The therapist will be aware of the many possibilities of 
interaction in therapy. 


a. 


In the therapeutic situation, the presence of the therapist 
adds as many dyads (two-person systems) as there are 
people in the family, since he relates to each member. 
The therapist, like the other people present, operates as 
a member of various dyads but also as the observer of 
other dyads. These shifts of position could be confusing 
to him and to the family. If, for example, he has taken 
someone’s part, he should clearly state he is doing so. 


The therapist clarifies the nature of interchanges made 
during therapy, but he has to select those that are 
representative since he can’t possibly keep up with 
everything that is said. Luckily, family sequences are apt 
to be redundant, so one clarification may serve a number 
of exchanges. 


Here is an illustration of the way the therapist isolates 

and underlines each exchange. 

— When the therapist states, “When you, Ralph, said you 
were angry, I noticed that you, Alice, had a frown on 
your face,” this is an example of the therapist 
reporting himself as a monad (“I see you, Alice; I kear 
you, Ralph”), and reporting to Ralph and Alice as 
monads (the use of the word you, followed by the 
specific name). Then, by the therapist’s use of the 
word when, he establishes that there is a connection 
between the husband’s report and the wife’s report, 
thus validating the presence of an interaction. 

— If the therapist then turns to the oldest son, Jim, and 
says, “What do you, Jim, make of what just happened 
between your mother and father?” the therapist is 
establishing Jim as an observer, since family 
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members may forget that they monitor each other’s 
behavior. 

— When Jim answers, everyone knows what his 
perception is. If it turns out that Jim’s report does not 
fit what either Alice or Ralph intended, then there is 
an opportunity to find out what was intended, what 
was picked up by Jim, and why he interpreted it 
that way. 


16. Labeling an illness is a part of therapy that a therapist must 
approach with particular care. 


a. 


A therapist, when he deals with a patient, is confronting 
a person who has been labeled by others or by himself 
as having emotional, physical or social disorders. To the 
non-therapeutic observer, the behavior which signals the 
presence of a disorder is usually labeled “stupid,” 
“crazy,” “sick” or “bad.” 


The therapist will use other labels, like “ mentally 
defective,” “underachieving,” “schizophrenic,” 
“manic-depressive,” “psychosomatic,” “sociopathic.” 
These are labels used by clinicians to describe behavior 
which is seen to be deviant: deviant from the rest of the 
person’s character, deviant from the expectation of 
others, and deviant from the context in which the person 
finds himself. 


The observations made by clinicians over the years have 
been brought together under a standardized labeling 
system called the “psychiatric nomenclature.” It is a 
method of shorthand used by clinicians to describe 
deviant behavior. 


These labels often presuppose an exact duplication of all 
the individuals so labeled. Over the years, each of the 
labels has been given an identity, with prognosis and 
treatment implications based on the dimensions of that 
identity. 


If a therapist has labeled a person “schizophrenic,” for 
instance, he may have based his prognosis of that person 
on his ideas about schizophrenia, rather than on an 
observation of a person who, among other labels like 
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“human being,” “Jim,” “husband,” “father,” “chemist,” 
has the label “schizophrenic.” 


But neither the clinician or any other person has the 
right to treat him only in terms of the label 
“schizophrenic” while losing sight of him as a total 
human being. No label is infallible, because no diagnosis 
is, but by identifying the person with the label, the 
therapist shuts his mind to the possibility of different 
interpretations which different evidence might point to. 


The therapist must say to his patient, in effect: You are 
behaving now with behavior which I, as a clinician, 
label “schizophrenia.” But this label only applies at this 
time, in this place, and in this context. Future times, 
places and contexts may show something quite different. 


17. Let us close this discussion of the role of the therapist with a 
look at some of the specific advantages family therapy will 
have compared to individual or group therapy. 


a. 


In family therapy, the therapist will have a greater 
opportunity to observe objectively. In individual therapy, 
since there are only two people, the therapist is part of 
the interaction. It is hard for him to be impartial. In 
addition, he must sift out the patient’s own reactions and 
feelings from those which might be a response to clues 
from the therapist himself. 


The family therapist will be able to get firsthand 

knowledge of the patient in two important areas. 

— By observing the individual in his family, the 
therapist can see where he is in terms of his present 
level of growth. 

— By observing a child in the family group, the therapist 
can find out how his functioning came to be 
handicapped. He can see for himself how the husband 
and wife relate to each other and how they relate to 
the child. 

— This kind of firsthand knowledge is not possible in 
individual therapy, or even in group therapy, where 
the individual is with members of his peer group and 
the kind of interaction that can be studied is limited 
to this single aspect. 
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18. As a therapist, I have found certain concepts useful, 
somewhat like measuring tools, in determining the nature 
and extent of dysfunction in a family. 

+ 


a. 


I make an analysis of the techniques used by each 
member of the family for handling the presence of 
different-ness. A person’s reaction to different-ness is an 
index to his ability to adapt to growth and change. It 
also indicates what attitudes he will have toward other 
members of his family, and whether he will be able to 
express these attitudes directly or not. 

— The members of any family need to have ways to find 
out about and make room for their different-ness. This 
requires that each can report directly what he 
perceives about himself and the other, to himself and 
to the other. 

— Example: Janet misses her hatpin. She must Say, “I 
need my hatpin (clear), which I am telling you, Betty, 
about, (direct), and it is the hatpin that I use for the 
only black hat I have (specific).” Not: “Why don’t you 
leave my hat alone?” or “Isn’t there something you 
want to tell me?” or going into Betty’s room and 
turning things upsidedown (unclear, indirect, and 
unspecific). 

— As I have said before, when one of the partners in a 
marriage is confronted with a different-ness in the 
other that he did not expect, or that he did not know 
about, it is important that he treat this as an 
opportunity to explore and to understand rather than 
as a signal for war. 

— If the techniques for handling different-ness are based 
on determining who is right (war), or pretending that 
the different-ness does not exist (denial), then there is 
a potential for pathological behavior on the part of 

, any member of the family, but particularly the 
children. 


I make what I call a role function analysis to find out 
whether the members of a family are covertly playing 
roles different from those which their position in the 
family demands that they play (see page 172). 

— If two people have entered a marriage with the hope 
of extending the self, each is in effect put in charge of 
the other, thus creating a kind of mutual parasitic 
relationship. 
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— This relationship will eventually be translated into 
something that looks like a parent-child relationship. 
The adults, labeled “husband” and “wife,” may in 
reality be functioning as mother and son, father and 
daughter, or as siblings, to the confusion of the rest of 
the family and, ultimately, themselves. 

— Here is an oversimplified example of the way things 
might go in such a family: 


Suppose Mary takes over the role of sole parent, 
with Joe acting the part of her child. Joe then takes 
the part of a brother to their two children, John 
and Patty, and becomes a rival with them for their 
mother’s affections. To handle his rivalry and prove 
his place, he may start drinking excessively, or he 
may bury himself in his work in order to avoid 
coming home. Mary, deserted, may turn to John in 
such a way as to make him feel he must take his 
father’s place. Wishing to do so but in reality 
unable to, John may become delinquent, turning 
against his mother and choosing someone on the 
outside. Or he may accept his mother’s invitation, 
which would be to give up being male and become 
homosexual. Patty may regress or remain infantile 
to keep her place. Joe may get ulcers. Mary may 
become psychotic. 
— These are only some of the possibilities for 
disturbance in a family that has become dislocated by 
incongruent role-playing. 


I make a self-manifestation analysis for each member 
of a family. If what a person says does not fit with the 
way he looks, sounds and acts, or if he reports his wishes 
and feelings as belonging to someone else or as coming 
from somewhere else, I know that he will not be able to 
produce reliable clues for any other person interacting 
with him. When such behavior, which I call 
“manifesting incongruency,” is present in the members 
of a family to any large degree, there will be a potential 
for development of pathology. 


In order to find out how the early life of each member of 
a family has affected his present ways of behaving, I 
make what I call a model analysis (see pages 171-172). 
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— This means that I try to discover who the models were 
(or are) that influenced each family member in his 
early life; who gave him messages about the presence 
and desirability of growth; who gave him the 
blueprint from which he learned to evaluate and act 
on new experience; who showed him how to become 
close to others. 

— Because these messages have survival significance, 
the ways in which they are given will automatically 
determine the way the individual interprets later 
messages from other adults, who may not be 
survival-connected but who may be invested with 
survival significance, like spouses, in-laws or bosses.* 


19. The ideas in this chapter have been discussed out of the 
context of ongoing therapy, where they belong. In‘the next 
three chapters, I hope to show very specifically how I, as a 
therapist, incorporate them into the action of therapy, from 
the first time I see a family to the termination of treatment. 


*While there are obvious connections between this theory and both the analytic 
concept of transference and the Sullivanian concept of parataxic distortion, there 
are also differences. In particular, instead of inferring from the transference the 
probable nature of the individual’s early environment, I use the information about 
his past to evaluate the survival significance of his current messages. 


CHAPTER XI 


Opening Treatment 


1. I should like to go behind the scenes and describe in detail 
_the techniques I have found most useful in practicing family 
“therapy. Although T naturally believe in my own methods, 
“and hope that others may find it helpful to read about them, 
I do not mean to imply that they are the last and only word 


in therapeutic procedure. 


This is because I feel strongly that each therapist must find 
his unique and individual way of practicing his craft. When 
he deals with patients, he should never sacrifice his 
particular flavor to some kind of professional, impersonal 
ideal. As you will see, wherever I could I have kept my own 
style of phrasing things (like | asking “What hurts?” of a 


family), my favorite idioms and ways of joking. — 


I have also found that an informal and individual manner 
helps to keep a therapeutic interview from resembling a 
funeral rite or a courtroom scene, and establishes an 
atmosphere which encourages hopefulness and good will. 


In this section I have included examples of the kind of 
questions that I use to draw people out and make them 
aware of their own communication. These may seem 
unnecessarily repetitious and simple at times, or even as if 
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the therapist were hard of hearing. However, we must 
remember that when we are dealing with more than one 
person, and when these persons do not yet know how to say 
what they mean, or to ask what: others mean, this 
repetitiousness and,simplifying is a central part of the 
therapeutic process. It is often astonishing to an 
inexperienced therapist how frequently family members 
cannot ask even simple, fact-finding questions of each other 
and must be shown how. 


Another reason for asking so many questions and repeating 
them for each person in the family, is to give the other 
persons present a new and perhaps enlightening perspective 
on the way things look, or looked, to the speaker. 


2> Let us start now with the first contact the therapist has with 
a family member, which will probably be a telephone call. 
-In this first contact, the therapist will concentrate on four 
things: 


a. He will try to find out who makes up the Jones family. 
— For example, does Johnny have brothers or sisters? If 
so, how old are they? Does grandmother live right 
around the corner? If so, how often is she involved in 
family life? 
— Has anyone recently moved in or out of the family? If 
so, who? Grandfather? A new baby? A boarder? 


b. He will try to find out the ages of family members, 
because such information tells him where all members 
are expected to be in their chronological maturity. It also 
tells him what kind of parenting load the mates have to 
carry. 

— For example, are Mary and her husband, Joe, in their 
twenties, thirties, fifties? Is this a young or an older 
family? 

— How old is Johnny? Where is he now in his growth 
toward maturity? (The therapist may not find out all 
these things in the first contact, but he keeps these 
questions in mind as he talks to Mary Jones on the 
phone.) 


c. Heintroduces Mary Jones to the family therapy 
approach, making it clear to her that it is important that 
her husband take part in the therapy. 
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Initially, he talks to Mary about herself and Joe as 
parents of Johnny, rather than as mates to each other. In 
this way he joins temporarily in their focus on Johnny as 
the problem; as “the reason why we have decided to ask 
for help.” 


Here is an example of a first contact on the phone: 


W: This is Mrs. Jones. I have heard about this idea 
of family therapy and wondered if you could 
help us. 


Th: What seems to be the problem? 


W: Well, we are having problems with my boy, 
Johnny. He is not doing at all well in school. As 
a matter of fact he... he has not been a very 
difficult child at all up to now. But he has this 
new teacher who has been pretty hard on him. I 
don’t know. He just won’t behave, and we have 
received several complaints from the school. 
They say he is quite tense, and I guess he is... 


Th: I see. The teachers have complained about 
Johnny’s behavior in school. He is tense. How 
does he show this? How do they say he shows 
this? 


W: Well, he cuts up a good deal and won’t settle 
down, and they say he is hard to handle. I just 
don’t understand it. Frankly, I’m at my wits’ end. 
He won't tell me what is wrong, and I thought 
maybe if you would ... if there is something we 
are doing wrong... 


Th: It certainly sounds as if things aren’t going as 
_ you hoped. We'can look at this and see how it 
came about and try to understand it better. 


w: Well, we have done everything we could. We 
have given him everything a child could want. 


Th: I’m sure this has been confusing to you, and you 
are trying hard to make somé sénse of it. As you 
know, we do family work here, and I think we 
should start out with you and your husband. I 
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Th: 


Th: 


Th: 


think that would be best. You are the adults in 
the family. Tell me, who is in your family? 


Well, there’s Johnny and Patty. And my husband, 
Joe, and me. Just four of us. 


There are four of you. Your husband’s name is 
Joe. And Johnny and Patty, what are their ages? 


Johnny is ten. Patty is going on seven. 


Johnny is ten. Patty is almost seven. Anyone else 
in the family? 


No. 


Well, as I said, we do family work here. So we 
should start out with the two adults. I would be 
happy to make an appointment for you and your 
husband. Then later we can see about bringing 
the children in. 


Well, I... well, I’m not sure. Joe would... I’m 
not sure he would want to do that. I haven’t 
asked him but he’s.. 


We need information from your husband that 
only he can give. It is very important that I see 
you both. Tell your husband that a family is not 
a family without the father and the mother 
present. \It is very important that we have the 
opportunity to get his contributions on this. 


Well, I'll tell him. But I don’t know. He’s pretty 
. he’s not too sympathetic... He’s, uh.. 


Tell your husband that we need his 
contributions. We need to get his view of the 
situation as the male adult in the family. We 
need all the information we can get, and a 
father’s contributions are very important, | Only 
_he can speak for himself. No one else can give 
“What hé-can give. 

7.) 


Well, Pll try. When could you see us? 
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Joe will come in with his wife for the first appointment. 
Rarely, with this kind of approach, does the husband, in 
his role of father, fail to respond. The therapist’s 
emphasis seems to give the husband a new importance 
in the wife’s eyes. 


. In the first interview, the therapist will start out by asking 
questions to establish what the family wants and expects 
from treatment. 


a. He will ask each person presént, though not necessarily 
in these words: 


“How did you happen to come here?” 
“What do you expect will happen here?” 
“What do you hope to accomplish here?” 


b. The therapist will then explain the nature of family 
therapy. He may say: 


“Families operate by rules which they may not 
s even know about. I want to know about the 
operation of this family.” 


“Each member of a family has to do something 
x when he sees the presence of pain in another 

member. I need to find out what each of you does.” 
“No one person can see the whole picture because 
he is limited to his own perspective. By having 
everyone together we can get the whole picture 
more clearly. Every person has a unique 
contribution to make which cannot be duplicated 
by anyone else.” 


c. The therapist will then ask each member of the family 
some questions for finding out about the symptom and 
its meaning such as: 


“Tell me, what do you see as the pain in this 


-S family?” 
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“Anyone with a problem has pain in some way. 
Can you tell me where the pain is?” 


“What ‘hurts’ in this family?” 


Any one of these questions introduces the idea that the 
family, as a family, does have pain. It starts to shift the 
focus from the Identified Patient to the family as a 
whole. Each family member has a chance to identify, for 
himself, the problem area. 


The parents usually answer that the Identified Patient is 
the problem and the therapist briefly orients himself to 
the problem as the parents see it: 


“When did you first notice this symptom?” 
“Did you discuss it between yourselves?” 
“What steps did you take to try and relieve it?” 
“What happened to these attempts?” 


These questions allow the parents to tell how they have 
tried to be good parents and to present themselves 
accurately as puzzled. These questions also help the 
therapist get his first clues on several things: Who speaks 
for whom? Who makes the family rules? Who makes the 
plans? Who carries them out? How clearly are the plans 
communicated? Who speaks the most? Who speaks the 
least? What is the general pacing and tone of family 
communication? How clear and direct is family 
communication? How does the family respond to crises? 
In what area of behavior is the symptom manifested 
(1.Q., body, emotions, social)? What were the 
circumstances surrounding the onset of the symptom? 
What gap existed between onset and labeling of the 
symptom? Who (or what) has been blamed for the 
existence of the symptom (neighbors, teachers, God, 
heredity)? What purpose does the symptom serve in the 
family? 


The therapist decreases threat of blame by accentuating 
the idea of puzzlement and the idea of good intentions: 
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“This must have puzzled you, that you did all these 
things and still nothing seemed to turn out as you 
hoped.” 


“We are all human. We do the best we can. It must 
have confused you when, with all these efforts, 
nothing seemed to go right.” 


f. The therapist then makes a bridge in order to cross over 
to beginning the family study. He may say: 


“It sounds as though you have all been puzzled as 
to how this difficulty of yours came to be.” 


“Once no one in this room knew each other. Maybe 
that time is hard to remember, and it may seem 
that you have always known each other. That is not 
so. You came together one by one. Each time 
another came, the others already there had to work 
out ways to make room for the new one.” 


“Now let’s see who the persons are who have made 
up this family.” 


